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Abstract: Subclavian artery pseudoaneurysms are rare and occur mostly as a consequence of an inadvertent arterial 

puncture during central venous catheterization, endovascular therapeutic procedures or after penetrating or blunt trauma. 

They usually have a late clinical presentation, with pain, swelling or other compressive symptoms. We present a 40-year old 

man farmer who presented to our service with prior 14 days and 12 days history of left chest upper chest swelling and 

inability to use the left upper limb respectively, all on account of injury. He went on a night alcohol binge, got drunk and 

while getting to his sitting room slipped and fell on a nearby glass center table. He had a deep cut on the left upper anterior 

chest wall. There was immediate profuse spurting bleeding with estimated blood loss of 800 ml. After delay in definitive 

treatment due to financial constraint the aneurysm increased in size, ruptured and rebled profusely leading to syncope. He 

was managed by Doppler ultrasound, median sternotomy and subclavian artery exploration to achieve proximal and distal 

vascular control. Sac was entered into via an infraclavicular transverse incision, heamatoma manually evacuated, bleeding 

site isolated and secured. He received 5 units of blood. Postoperative course was uneventful as he was managed with 

analgesics, antibiotics, haematinics and physiotherapy. Power in the upper limb has improved to 3 around the shoulder, 2 

around the elbow and 1 around the wrist. 
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1. Introduction 

Pseudo-aneursysms of the subclavian artery are rare but 

present a surgical challenge because of the complex anatomy 

and accompanying collateral damage during the repair. 

Anatomically, the subclavian artery is divided into 3 parts by 

scalenus anterior muscle with vertebral, internal mammary 

and thryocervical trunk branches arising from the first part 

while the costoclavicular and dorsal scapular branches arise 

from the second and third part respectively [1, 2]. Subclavian 

artery pseudoaneurysms impose a major surgical challenge, 

especially when originating from the proximal third. Large 

pseudoaneurysms may rupture or produce signs and 

symptoms of compression. If intervention is considered 

necessary, several options are available: open surgical 

resection and vascular reconstruction, endovascular 

exclusion, stent graft implantation or ultrasound-guided 

thrombin injection have all been described. The choice of 

procedure should be tailored to the patient, based on 

comorbidities, clinical presentation and anatomic 

characteristics. When compressive symptoms exist, an open 

approach is advised. However, because of their location, 

surgical exposure of the pseudoaneurysm may be technically 

difficult, requiring a sternotomy or a clavicular resection for 

adequate exposure. An endovascular approach demands an 
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adequate landing zone and absence of severe tortuosity [3, 4]. 

SCA2. 

2. Case Summary 

We present a 40-year old man farmer who presented to our 

service with prior 14 days and 12 days history of left chest 

upper chest swelling and inability to use the left upper limb 

respectively, all on account of injury. He went on a night 

alcohol binge, got drunk and while getting to his sitting room 

slipped and fell on a nearby glass center table. He had a deep 

cut on the left upper anterior chest wall. There was 

immediate profuse spurting bleeding with estimated blood 

loss of 800 mls. He became weak and dizzy. Bleeding was 

arrested with pressure dressing before being taken to a 

nearby hospital. He was resuscitated with intravenous normal 

saline and was given antibiotics, analgesics and haematinics. 

 

Figure 1. Showing the patient with Left anterior chest swelling. 

He defaulted referral to our service for definitive 

management and went home. While at home the swelling 

increased in size with associated severe chest pains. In 

addition, there was weakness in the left upper limb. Ten days 

after initial hospitalization, the weakness in the limb 

worsened and swelling increased in size leading to rupture 

and rebleeding. He lost consciousness and was rushed to the 

same hospital and was transfused with two units of blood and 

wound redressed with pressure packing and sent to our 

service for definitive treatment. 

 

Figure 2. Innominate vein and innominate artery being displayed enroute to 

isolating and securing the sub-clavian artery B. axillary artery being 

isolated. 

At our service, the above details were noted. He was fairly 

stable with blood pressure of 100/60 mmHg, Pulse rate of 98 

per minute, low volume but regular rhythm. Chest 

examination revealed a mass of 12 x 16 x 5 cm occupying the 

anterior left upper chest, extending from the clavicle to the 

axilla and the arm with infraclavicular sutured wound oozing 

seropurulent fluid. The mass was pulsatile with a bruit. Left 

upper limb evaluation showed grade zero power across all 

muscle groups: shoulder, elbow and wrist. There was 

hypotonia across all joints. Sensation was however intact. 

The left radial artery was however present though of small 

volume. A working diagnosis of ruptured pseudoaneurysm of 

left subclavian artery with brachial plexus nerve branches 

impairment was made, He was optimized for emergency 

surgery, receiving another two units of blood. He had median 

sternotomy and axillary artery exploration for both proximal 

and distal vascular control. 

Intraoperative findings were huge haematoma sac (20 x 15 

x 8) cm with massive blood clots and rent in the third part of 

left subclavian artery and a piece of broken glass within the 

sac. Blood clots were manually evacuated with profuse 

bleeding which was controlled with digital pressure and 

vascular clamps. Efforts to isolate and suture the bleeding 

points failed due to distorted anatomy. Consequently the 

tissues bearing the bleeding site were transected and 

proximally and distally ligated. The digital pulse oximeter 

however was 95-97%. He received 5 units of blood 

intraoperatively. Wounds were closed in layers with 

mediastinal and pericardial drains as well as redivac wound 

drain of the haematoma cavity. 

 

Figure 3. The aneurysmal sac being displayed before it was entered into and 

the clot evacuated. 

  

Figure 4. Showing the aneurysmal sac and the evacuated clots. 
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Immediate postoperative conditions were uneventful as he 

was managed with analgesics, antibiotics, haematinics and 

physiotherapy. On the 7
th
 postoperative day, it was discovered 

that he had superficial site infection around the haematoma 

cavity site and was managed with daily dressing till healing was 

achieved. He has continued physiotherapy on outpatient basis 

and the power in the upper limb has improved to 3 around the 

shoulder, 2 around the elbow and 1 around the wrist. 

 

Figure 5. Showing the patient on the 7th postoperative day with healing 

surgical site infected wounds. 

3. Discussion 

Extra-thoracic SAAs most commonly present as tender 

pulsatile masses in the superior fossa, and Horner's syndrome 

including brachial plexopathy can also be a presentation of 

an extra-thoracic arterial aneurysm [5, 6]. In the index 

patient, the weakness and loss of power in the left upper limb 

worsened as the aneurysm increased in size, showing 

compression effects. 

Surgery is the main treatment for SAAs. [5] Location of 

the aneurysm determines the surgical approach taken. For 

extrathoracic SAAs, supraclavicular incision is adequate for 

aneurysmectomy. However, in the index case, the size of the 

aneurysm precluded supraclavicular approach as that might 

have led to inadvertent entry into the aneurysmal sac prior to 

proper vascular control. Lateral thoracotomy is preferred for 

the left intrathoracic SAAs. [7]. Again, the size of the 

aneurysm precluded this treatment approach to get proximal 

control as retracting the ribs would have been difficult on 

account of the size of the aneurysm. 

The vast majority of the subclavian artery lesions are the 

result from penetrating trauma, and approximately 25% of 

these injuries are caused by blunt trauma. It has been 

described an overall mortality rate around 60% in patients 

that did not make it into the hospital because they died during 

transportation or at the crash site. The hospital mortality rate 

‘is about 5 to 30% in the patients that survived the triggering 

event [8]. Despite the delay in seeking definitive treatment, 

the index patient survived because the rent in SCA was about 

1 cm according to the Doppler ultrasound. Patient could not 

afford the cost of CT angiography. He received a total 9 units 

of blood in the course of management. 

Recently, as a less invasive alternative to surgical repair, 

endovascular stent-graft treatment has become possible. [9]. 

However, experience with the use of stent's for SAA's 

remains limited because of its relative infrequency. [10]. In 

low-income settings like ours without technical know-how 

and requisite equipment, expertise in open approach becomes 

indispensable to save life as in the index case.  

In our center there have been previous reports of all types 

of extracranial artery aneurysms, with challenges of 

management well highlighted [11-13]. 

4. Conclusion 

The challenges of managing a giant bleeding 

pseudoaneurysm of left SCAA with resultant compression of 

brachial plexus in a low-income setting like ours are 1. Inability 

of the patient to pay for treatment expenses due to absence of 

functional health insurance 2. Non-availability of expertise and 

equipment in minimal access technique and 3. Dysfunctional 

national blood banks for altruistic blood donations. Studies 

comparing open repair with stenting show different kinds of 

complications but a comparable complication rate. However, 

long-term results show a better patency rate during open repairs. 
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